In October 1937 complete cystectomy was performed and again the convalescenice called for no comment.
Patient remained in good health until February 1940, when he developed pyelitis on the right side. This, however, subsided in a few days.
Four years have now elapsed since the ureters were transplanted and the bladder extirpated, and the patient is in excellent health. The rectum empties its contents every four to six hours but when the urge for evacuation comes the patient is unable to discriminate between fluid, flatus, and faeces. Male, aged 40. There had been no loin pain, but, for four weeks, mid-abdominal pain one to one and a half hours after meals, nausea, two and a half weeks' pain in the right lower chest, and one week's pain, swelling and discoloration of the left leg, the pain commencing like sciatica in the left buttock, and thence spreading down the leg, and necessitating injections. There had also been bluish discoloration of the left flank and iliac fossa. On admittance the whole left lower limb had been swollen, and the skin bluish-red and warmer than on the right. However, by the time I saw him, nine days later, the left leg, pitting deeply, was swollen only up to the knee, but the right leg and thigh, the latter of almost elephant's size, were tense, and the skin, pitting deeply, was shiny and bluish up to the pelvis. The right buttock was bulging with cedema, and the right loin was congested and cedematous. There were engorged epigastric veins.
Filling the right loin, and extending down into the right iliac fossa and across to the left epigastrium, was a tense, fluctuating, football-sized mass. The urine was normal;
Wassermann and hydatid tests negative; leucocvtes 15,500, with slight daily pyrexia, often to 1000 F.
Plain X-ray films showed the ascending colon shadow apparently coinciding with that of the descending colon, the right side of the diaphragm high, and the right psoas shadow obscured by a large vague blur. Left uroselectan outlines were normal; the right were absent.
Having never previously seen a hydronephrosis causing cedema of the legs from pressure on abdominal veins (nor had Mr. Sydney MacDonald) I at first thought the patient might have left small saphenous thrombosis (I could feel a median left popliteal cord) and right femoral thrombosis. However, this would hardly account for the cedema and congestion of the right loin.
Having once seen a right renal growth cause oedema of legs and scrotum by growing into the inferior vena cava, I suggested right ascending pyelography, but could not find
